policies to promote health are not possible, because they often are not represented in research. In recent data from New York City, Asian American adults compared with other racial/ethnic groups were most likely to report not having seen a dentist in the past year. 2, 3 Similarly, Asian American children were most likely to never have had a dental visit 4 and to have a high prevalence of dental caries. 5 Asian Americans in previous studies have been represented predominantly by Chinese Americans or in aggregate. [2] [3] [4] [5] [6] Whether results disaggregated by Asian American subgroup show different findings is unknown. Our objectives were to identify determinants of receipt of annual oral health examinations and self-rated oral health in a diverse sample of Asian Americans.
METHODS
We conducted a cross-sectional analysis of data from the Community Health Resources and Needs Assessment at the NYU School of Medicine Center for the Study of Asian American Health. This in-person community-based survey of low-income, self-identifying adults of Asian descent was conducted in the New York City metropolitan region from 2013 to 2016 and was administered in the participant's preferred language.
Oral Health Outcomes
To assess receipt of an annual oral health examination, participants were asked, "When was the last time, if ever, you received a check-up for oral/dental health?" Responses included the following: in the past 12 months, 1 to 2 years ago, 2 to 3 years ago, 3 or more years ago, and never. Receipt of an oral health examination was categorized into a binary variable (in the past 12 months vs other responses). Self-rated condition of the mouth and teeth was evaluated by the following question: "How would you describe the condition of your mouth and teeth?" Responses included the following: very good, good, fair, and poor. Self-rated condition of the mouth and teeth was categorized into a binary variable (poor vs other responses).
Determinants
The following potential determinants of oral health care that were identified a priori were included in the analysis: age ( (very well, well, not well, or not at all), education (< high school, high school/some college, or college), currently working, income (< $25 000, $25 000-$55 000, > $55 000, or missing), self-rated health (excellent, very good, good, fair, and poor), and dental insurance (public, private, or none).
Statistical Analysis
We used frequencies to assess the distributions of nonreceipt of annual oral health examinations and self-rated oral health by potential determinants. We used multivariable logistic regression models to estimate odds ratios and 95% confidence intervals (CI) to assess the associations between the potential determinants and the receipt of oral health care and self-rated oral health. All tests were considered statistically significant at P < .05. Analyses were performed in Stata version 14.0 (StataCorp LP, College Station, TX).
RESULTS
The analytic sample was composed of 1288 of the initial 1537 participants (we excluded people missing oral health data, n = 123; missing covariate data, n = 126). Half of the study participants were aged between 18 and 44 years (49%); 57% were women. The largest ethnic group represented was South Asian (42%), followed by East Asian (31%), Southeast Asian (19%), and Arab (8%). Participants were mostly foreign-born (90%) and had various levels of English fluency (31% reported speaking English very well, whereas 7% reported not speaking English at all). The participants were highly educated (40% college educated), yet the household income level was low (26% earned more than $55 000). Forty percent reported not working, and 16% reported no dental insurance.
The prevalence of nonreceipt of annual oral health examinations was 41.5% and was higher in younger than in older adults and in men than in women. Participants lacking receipt of annual oral health examinations were more likely to live in the Bronx (Table 1) , be of Southeast Asian background, have poorer English fluency, have lower educational attainment, self-report moderate health, and lack dental insurance. In multivariable analyses, ethnic group was not associated with an increased prevalence of nonreceipt of annual oral Continued health examinations. Lacking dental insurance compared with having private dental insurance was associated with a nearly 3-fold prevalence of nonreceipt of oral health care, and not possessing English fluency compared with being very fluent in English was associated with a 2-fold increase in nonreceipt of oral health care. Despite the high prevalence of lack of oral health care, only 13.2% of the participants self-rated their oral health as poor. Poor selfrated oral health was higher in those who lacked access to oral health care (15.8% vs 11.4%; P = .02) and was reported more frequently in older versus younger age groups, women versus men, and East Asian versus Southeast Asian. Furthermore, poor self-rated oral health was more prevalent in adults with lower versus higher English fluency, lower versus higher income, poor versus excellent general health, and public or no dental insurance versus private dental insurance. In multivariable analyses, self-reported oral health was statistically significantly poorer for adults who were younger versus older, who had poor general health versus excellent health, and who did not have insurance versus did have dental insurance. When controlling for these factors, gender, ethnic background, English fluency, working status, and income were not associated with poor self-rated oral health.
DISCUSSION
Nonreceipt of annual oral health examinations was common in our sample of mostly immigrant Asian Americans living in the New York City metropolitan region. These findings are consistent with the results of a previous study of oral health care use among diverse immigrants living in the city, including adults born in China, the Dominican Republic, Haiti, India, Puerto Rico, and other Caribbean islands, where Chinese-born immigrants were the least likely to report having seen a dentist in the past year. 2 In a related study, dental insurance and a regular source of dental care were associated with higher oral health care use. 6 We found that adults who self-reported poor general health were more likely to self-report poor oral health, but it did not fully explain the variation. Our results suggest that self-rated oral health may capture a different set of perceived health attributes that may be of interest to providers. Self-rated general health items have been shown to be valid and reliable predictors of mortality and morbidity. 7 Our study had several limitations. We used self-report to assess receipt of oral health examinations, which may be subject to reporting bias. These results were from a community-based sample, and generalizability to Asian Americans outside of the New York metropolitan region may be limited.
This study adds to the scarce evidence base on oral health care use and self-rated oral health among low-income Asian Americans from diverse backgrounds. New models of community-based oral health promotion by community educators 6 and team-based integrated care coordinated by dental hygienists 7 may provide access to culturally tailored, cost-effective oral health care for immigrant Asian American populations.
PUBLIC HEALTH IMPLICATIONS
In our analysis of diverse, low-income, primarily foreign-born Asian Americans living in the New York metropolitan region, English proficiency, dental insurance status, and self-rated health were determinants of receipt of oral health care. Culturally tailored messages to promote dental insurance sign-up to Asian American immigrants are key to providing improved oral health care access and ultimately improved oral health. 
